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Table 1 The incubation result of RRBI at 3 hours, 24 hours, and 14days.
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EFFECTS OF PREOPERATIVE CHLORHEXIDINE BATHS/SHOWER IN
REDUCING CENTRAL LINE-ASSOCIATED BLOODSTREAM INFECTIONS IN
SURGICAL INTENSIVE CARE UNITS
Ning-Chi Wang a,b, Li-Ping Kan a,b, Jung-Chung Lin a,b, Sheng-Kang Chiu a,b,
Te-Yu Lin a,b, Ya-Sung Yang a,b, Yung-Chih Wang a,b, Feng-Yee Chang a,b.
aDivision of Infectious Diseases and Tropical Medicine, Department of
Internal Medicine, Tri-Service General Hospital, National Defense Medical
Center, Taipei, Taiwan, ROC; bInfection Control Office, Tri-Service General
Hospital, National Defense Medical Center, Taipei, Taiwan, ROC
Purpose: We evaluate the impact of preoperative baths/shower with 4%
chlorhexidine detergent solution versus no bath for reducing central line-
associated bloodstream infections (CLABSI) rates in neurosurgical patients
in intensive care unit.
Methods: We collected central venous catheter using rates and CLABSI rate
in neurosurgical (NS) patients in intensive care unit (ICU) from 2009 to 2011.
Whole-body preoperative bathing with 4% chlorhexidine detergent solution
was performed one night before central nervous system surgery or just
before surgery procedures in emergent surgery patients. The whole-body
preoperative chlorhexidine baths/shower was introduced to NS ICU patients
since 2010.
Results: The central venous catheter using rates were 48 %, 38%, and 36% in
2009, 2010, and 2011 respectively. The CLBSI infection intensity was 4.81&
in 2009, 1.38& in 2010, and 0 & in 2011 of patients in NSICU. Preoperative
chlorhexidine bathing did reduce incidence of CLBSI when compared to no
bath (p:0.009).
Conclusions: Benefit of preoperative whole-body chlorhexidine bathing for
prevention of CLBSI in neurosurgical patients. However, better designed tri-
als with a specified duration and frequency of exposure to chlorhexidine are
needed to determine whether preoperative whole-body chlorhexidine bath-
ing effect in reduces CLBSI.Year Sterilizita
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THE PROCESS IMPROVEMENT OF THE SUPPLIES DISTRIBUTION OF THE
CENTRAL STERILE SERVICES DEPARTMENT
Che-yi Hung a, Shing-shiun Lin b. aInfection Control, Kuang Tien General
Hospital, Taiwan; 2Central Sterile Services Department, Kuang Tien General
Hospital, Taiwan
Purpose: The delivery of sterile products for use in patient use, however,
depends not only on the efficacy of the sterilization process itself but also
on a well-designed facility, good infection control practices, effective qual-
ity control, and other aspects of device processing and handling before , dur-
ing, and after sterilization. In 2011, after receiving the hospital
accreditation, the accreditation officers suggested that the central sterile
services personnel deliver sterile supplies and pick up dirty ones at different
time. Therefore, we hoped to apply the process improvement in the supplies
distribution of the central sterile services department.
Methods: Between December 2012 and June 2013 we used the quality con-
trol process（QC story）to start the process improvement of the supplies
distribution of the central sterile services department in our hospital.
Results: We identified and verified root causes of current failure were that
traffic of distribution, collection and transport were not limited, and the
others were written policies and procedures were not available for distribu-
tion, rotation, and labeling of sterile packs. To meet the target, we selected
two solutions：appropriate traffic control and available policies and proce-
dures of distribution.
For appropriate traffic control, we classified the transporting vehicle into
the clean cart and the contaminated cart and used different colors to
quickly distinguish these. They set off at different time. For available
policies and procedures of distribution, sterilized items were put on the
the top shelf of the cart, and non-sterile ones were put on the bottom
shelf.
During the improvement time, the central sterile services personnel didn’t
deliver sterile supplies and pick up dirty ones at different time. The
personnel of the clean cart never have mistaken outdated supplies as sterile
ones while distributing. The nursing staff would separate sterile supplies
from non-sterile ones at point of use.Conclusions: Apply process improvement (PI) in supplies distribution can
help the central sterile services department optimize its underlying pro-
cesses to achieve more efficient results.PS 1-163
THE SENSITIVITY QUALIFICATION STUDY OF RAPID READOUT
BIOLOGICAL INDICATORS
Jung-Fen Lee a,b, Jr-huei Liu a,b, Yiing-Yiing Sand b. aCentral Service Room,
Taipei Veteran General Hospital, Taipei, Taiwan; bNursing Department,
Taipei Veteran General Hospital, Taipei, Taiwan
Purpose: Rapid Readout Biological Indicators (RRBI) is a biological indicator
which could have final negative result at 3 hours by detect fluorescent in an
automatically reader. It helps the central service room to release the pack in
a short period, and alarm the sterilization failure as soon as possible. But the
verification of fluorescent result was scrutinized in Taiwan due to rumor
from the commercial market. In order to qualify the 3 hours claim of this
RRBI, we documented our daily practices as an evidence to answer this
question.
Methods: We processed the RRBI by 134 C, 5 minutes in our dynamic-air-
removal steam sterilizers for every load with the surgical instrument sets.
We never meet sterilization fail in past years. The RRBI used was docu-
mented with 3 hours fluorescent negative and its 24 hours visual negative re-
sults. We also sent 1 RRBI to the hospital laboratory monthly for a 14 day-
subculture after it was documented the 3 and 24 hours negative results, in
order to qualify the rapid readout results.
Result: The 3 hours fluorescent negative result is 100% in line with the 24
hours visual negative result.Conclusions: From our data, sensitivity of the 3-hour fluorescent results is
100%. There is no advantage to incubate the RRBI beyond 3 hours. The rapid
and accurate result of RRBI benefits on increase instrument turnover rate,
shorten the long incubation time, prevent the visual identification error,
also save the labor and physical resources.PS 1-164
CURRENT STATUS OF HAND HYGIENE PRACTICE IN THE HOSPITALS IN
KOREA: USING WHO HAND HYGIENE SELF-ASSESSMENT FRAMEWORK
MyoungJin Shin, Hong Bin Kim, Sungran Kim, Kyungwon Lee. Seoul National
University Bundang Hospital Infection Control Services, Seoul National
University Bundang Hospital, Department of Internal Medicine, Korea
University Guro Hospital Infection Control Services, Severance Hospital
Department of Laboratory Medicine
Background: Many intervention programs have been developed and imple-
mented into healthcare system to improve hand hygiene (HH) because HH
is the most effective way to prevent healthcare-associated infections. In
order to evaluate the current status of HH practice in Korea, we conduct-
ed a survey using WHO HH self-assessment framework 2010 which is a sys-
tematic tool to identify key issues as well as to facilitate development of
an action plan for HH promotion program within an individual healthcare
facility.
Methods: All 35 healthcare facilities which voluntarily participated in HH
improvement program organized by Korean Society for Nosocomial Infection
Control (KOSNIC) replied to the survey conducted in January 2014. The
framework was modified and translated in Korean.
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total score was highest (91.311.1) in “System change” and lowest
(54.621.2) in “Institutional safety climate for hand hygiene”. Out of 35
healthcare facilities, 3 were assigned to basic HH level, 13 to intermediate,
and 19 to advanced.
As examining the questions in each category, Supply of clean, running water
and dedicated budget were the questions that scored the most. However,
Sink/Bed ratio, or realistic plan to improve infra structures were the least
available.
In the category of Education and Training, availability of professional staff
for hand hygiene education program was the most highly scored question,
whereas the lowest scored question was information leaflets available for
staff to encourage them to use gloves.
In the category of Evaluation and Feedback, Systematic feedback to
leaderships had the biggest number of positive response, consumption of
alcohol based hand rub 20L per 1000 patient days were the contrary.
Regular review and maintenance of poster in Reminders in workplace
section, and patient participation program in Systematic safety climate for
hand hygiene section scored the lowest respectively.
Conclusions: There were significant differences in the level of resources
available and competency of hand hygiene even in the hospitals voluntarily
participating in HH improvement program. Because the indicator regarding
patient involvement in HH promotion was the lowest among 27 questions,
it would be necessary to develop and evaluate education and training pro-
gram for patients as well as healthcare workers.
Figure.1 Distribution of WHO Hand hygiene self assessment framework
component scores >PS 1-165
USING PEER PRESSURE TO CONTROL BLOOD CULTURE CONTAMINATION
RATE e A LOCAL COMMUNITY HOSPITAL EMERGENCY DEPARTMENT
BASED OBSERVATION STUDY
Kuan-Chih Wu a, Yi-Ching Chen a, Chia-Hung Liao b, Ya-Chin Li b, Ling-
Ling Liu c, Shih-Chang Hung d, Hung-Chang Hung e. aDepartment of Clinical
Laboratory, Ministry of Health and Welfare Nantou Hospital, Taiwan;
bDepartment of Infection Control, Ministry of Health and Welfare Nantou
Hospital, Taiwan; cDepartment of Nursing, Ministry of Health and Welfare
Nantou Hospital, Taiwan; dDepartment of Emergency Medicine, Ministry of
Health and Welfare Nantou Hospital, Taiwan; eDepartment of Internal
Medicine, Ministry of Health and Welfare Nantou Hospital, Taiwan
Purpose: Blood culture would be an important guide to treat a suspected
bacterial infection patient. Blood culture contamination might not only
threat patients’ clinical diagnosis and treatment but also increase cost of
health care. To control blood culture contamination rate was difficult espe-
cially in emergency department (ED).
Methods: This was a community hospital emergency department study. To
attempt to decrease blood culture contamination rate, the ED administrator
setup a new strategy to record ED staff’s name for each blood culture sam-
pling from November 2013. Then the blood culture contamination rate for
each staff was then published monthly. We defined January to October
2013 as pre-regulation period, and November 2013 to November 2014 as
regulation period. Using Chi-square test, the blood culture contamination
rate was compared in these two periods.Results: From January to October 2013, there were totally 3,048 blood cul-
tures sampling and 180 contaminated in ED in 10 months pre-regulatory
period. After strategy setup, there were 118 contaminated blood cultures
in total of 4,532 sampling in 13 months regulatory period. The blood culture
contamination rate decreased from 5.9% to 2.7% (p<0.001).
Figure.1 Trend of contamination rate from October 2013 to November 2014.
Conclusion: By publish each staff’s contamination rate for blood culture,
peer pressure could effectively control blood culture contamination rate
in ED.PS 1-166
THE COMMUNICABLE PREVENTION STRATEGIES IN HOSPITAL FOR
ENTEROVIRUS EPIDEMIC PERIOD e THE EXPERIENCE OF A MEDICAL
CENTER IN SOUTHERN TAIWAN
Yen-Fen Huang a, Kuang-Che kuo b, Li-Hsiang Su a. aCommittee of Hospital
Infection Control, Chang Gung Memorial Hospital, Kaohsiung, Taiwan;
bDepartment of Pediatrics, Chang Gung Memorial Hospital, Kaohsiung,
Taiwan
Background
Due to the epidemic of enterovirus 71 in Taiwan and associating severe
complications during 1998, Taiwan centers for disease control (Taiwan CDC)
started the surveillance of enterovirus outbreak through the community
disease surveillance system since 1999. According to the surveillance data of
Taiwan CDC over the past two years, enterovirus activity will increase and
reach the peak quickly during 2013. Therefore, Taiwan CDC reminds
healthcare facilities that it will increase the utilization of pediatric
emergent department and the opportunity of hospitalization. For this
outbreak of the highly contagious disease, we make the communicable
prevention strategies in hospital for enterovirus epidemic period to give
children better care and prevent cluster in hospital.
Materials and methods: There are 311 beds for pediatric healthcare in our
hospital. Our programs are listed in figures. The members of this cohort
including the chief of pediatric infectious division, nurses of infection con-
trol committee, chiefs and head nurses of the ordinary ward and pediatric
emergent room, have respectively responsibility to organize information
and then make policies, sort out surveillance data from Taiwan CDC and
our hospital, control the number of beds for patients suffering from entero-
virus infection. The chief of pediatric department and the chairman of infec-
tion control committee have the final rights to make decision for next steps
(figure 1&2&3). For the possibility of cases with serious complications, we
not only announced our management of team work and the policy of entero-
virus infection to members of pediatric healthcare in hospital but also
educated them about clinical characteristics of serious complications each
year (figure 2). According to Taiwan CDC’s surveillance data and how many
patients are waiting for admission in pediatric emergency room, the ordinary
beds in the special healthcare zone for inpatients are flexible to expand.
However, the principle is that these patients must be admitted to the
same room while their tentative diagnoses are herpangina or hand-foot-
mouth disease during on or off peak of epidemic seasons. During the peak
of epidemic seasons, the three stages of administrative policy are adjusted
by the epidemiologic trend of enterovirus. First stage is setting five beds for
special healthcare zone when the proportion of emergency room visits for
enterovirus illness exceeds the epidemic threshold for at least two weeks.
Moreover, caregivers education of hands hygiene and the frequency of
cleaning environment are also enhanced. Second stage is expanding special
healthcare zone to twelve beds, even to maximum of twenty beds when
pending beds are more than four in pediatric emergency room. The facility
of playroom and reading room in pediatric wards must be closed. Third stage
is returning to ordinary facility and management gradually by the decreased
trend of epidemic. These stages are all organized by chiefs of pediatric in-
fectious division and ordinary ward and then are permitted by the chairman
of infection control committee and the chief of pediatric department.
